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EXCISION OF THE RECTUM FOR CARCINOMA. 

Dr. Charles H. Peck presented two patients: 

Case I —Combined Abdominal and Perineal Route .—A man, 
28 years old, had complained of gradually increasing constipation, 
with pain in the rectum and occasionally blood and mucus in the 
stools, for about four months. He gave no specific history, but 
had been put through a thorough course of treatment with potas¬ 
sium iodide without improvement, and subsequently a specimen 
taken from the growth for examination was reported to be adeno¬ 
carcinoma. When the patient was first seen by Dr. Peck in June, 
1907, there was a tight stricture of the rectum, the lower end of 
which was three or four inches from the anus. It was densely 
indurated, too tight to admit the finger, and somewhat fixed 
anteriorly. 

The pain, discomfort and loss of weight had been increasing 
steadily, and the patient insisted upon having an operation per¬ 
formed in spite of the fact that the risk and uncertainty of out¬ 
come were explained to him very frankly. On July 1, 1907, 
under ether, the abdomen was opened by a vertical incision 
through the left rectus, and the patient placed in the high Tren¬ 
delenburg position. The growth was felt low in the pelvis, 
somewhat attached to the base of the bladder in front, but other¬ 
wise free. The lymph nodes in the meso-rectum were enlarged. 

The rectum was divided with a cautery between two clamps 
well above the growth, at the level of the promonotory of the 
sacrum. Each cut end was closed with a continuous suture of 
heavy catgut, a heavy silk purse-string suture and a silk Lembert 
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stitch. The superior hemorrhoidal vessels were ligated and 
divided, the peritoneum at the base of the nieso-rectum on either 
side incised, and the rectum, together with enlarged glands, freed 
from the hollow of the sacrum nearly to its tip. Laterally, it 
was freed to the base of the bladder on either side, and the middle 
hemorrhoidal vessels were ligated, but anteriorly the growth was 
close to the base of the bladder and sufficient exposure could not 
be obtained to separate it from above. The abdominal wound 
was padded off, the patient placed in the lithotomy position, and 
after dilating the sphincter, cleansing, and closing the anus with 
a heavy silk purse-string suture, a median posterior incision was 
made and the coccyx excised. The levator ani was divided, the 
hand passed up into the pelvis along the hollow of the sacrum, 
and the closed end of the lower segment drawn out through the 
perineal wound. Separation from the bladder and prostate in 
front was now completed, and transverse division below the 
growth just above the internal sphincter effected. The remaining 
mucous membrane of the anal segment was then excised, the 
closed proximal end of the gut was drawn down through the 
sphincter and secured by heavy silk sutures to the anal margin. 
The sutures were passed deeply into the muscular coat, around 
the purse string and Lembert sutures, which were left in place, 
the gut not being opened. Only moderate division of the peri¬ 
toneal layers of the meso-signoid was necessary to allow the 
closed end of the gut to be brought down within the sphincter 
without tension. The perineal wound was then closed with deep 
catgut sutures, several of which caught the wall of the gut for 
additional anchorage, except at the upper angle, where a large 
rubber covered gauze drain was carried to the hollow of the 
sacrum. The skin was closed with continuous silk. Return¬ 
ing to the abdominal wound, the peritoneum on cither side 
and at the base of the bladder was sutured to the gut wall with 
catgut, closing off the peritoneal cavity completely from the 
wound area. The abdominal wound was then closed without 
drainage. 

The operation took two hours and forty minutes; hemor¬ 
rhage was moderate throughout, but there was some operative 
shock and an infusion of 1500 c.c. was given on the table. 

The segment of gut removed, in the fresh state, measured 
about six inches, in the centre of which was a dense cartilaginous 
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ring of tumor tissue reducing the lumen to the size of tiie little 
finger. There were several hard, enlarged glands in the meso- 
rectum. 

Tiie purse-string suture closing the gut was not disturbed 
until the sixth day, when it was removed and a tube was inserted 
into the gut. On the eighth day there was a good movement 
of the bowels through the sphincter. The patient was out of 
bed on the twenty-first day, with the wound healing kindly, and 
no fecal fistula, all matter from the bowel passing through the 
sphincter. He has continued to improve and has a moderate 
degree of sphincter control. 

Case 11 —Perineal Route .—The patient was a woman, 45 
years old, who had suffered gradually increasing difficulty in 
emptying the rectum, with pain and bleeding, for about seven 
months. Her symptoms were for a time attributed to hemor¬ 
rhoids. Upon admission to Roosevelt Hospital on July 17, 1907, 
there was an indurated, ulcerated growth involving the anal 
segment, extending from the muco-cutancous junction upward 
for about two inches. The posterior commissure and lower por¬ 
tion of the posterior vaginal wall were involved in the growth. 
The microscopic report on a specimen removed a week prior 
to her admission was adcno-carcinoma. 

Operation was performed July 19, 1907, under ether anes¬ 
thesia. After closing the anus with a purse-string suture of 
heavy silk, an ovoid incision was made from the coccyx forward, 
including the anus, posterior vulvar commissure and lower third 
of the posterior vaginal wall, as well as a wide margin of skin 
on either side. 

The levatores ani were divided, the vaginal wall separated, 
and the rectum freed and drawn down until a healthy portion 
well above the growth was reached. A small wound in the peri¬ 
toneum of Douglas’ cul-de-sac was closed with catgut sutures. 
The gut was divided transversely about three and one-half inches 
from the anal margin and the edges of the proximal segment 
were sutured to the skin of the perineum with heavy silk. Plastic 
closure of the wound anteriorly, as in complete perineorrhaphy 
was then effected, and a cigarette drain posteriorly to the hollow 
of the sacrum. A rectal tube wrapped with gauze was placed in 
the gut. The operation took an hour and a half, and was well 
borne. 
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The bowels were not moved until the eighth day after the 
operation. The perineal repair healed by primary union, and at 
the end of two weeks the wound was entirely healed except for 
a narrow granulating area surrounding the new anus, where the 
mucous membrane had retracted slightly from the skin. 

A noteworthy feature of the result is that in spite of the 
fact that the sphincter muscle was entirely removed with the 
growth, the patient regularly goes two or three days between 
each defecation, then takes a cathartic, and has one or two move¬ 
ments followed by another interval of comfort and freedom 
from soiling. She is able to attend to her household duties and 
usual occupations to an extent not anticipated at the time of the 
operation. 

The result in the two cases presented, in one of which there 
is no possibility of even partial sphincter control, is suggestive 
of the importance of the trap-like action of the sigmoid loop if its 
normal mobility has not been interfered with by a previous 
colostomy, for the degree of comfort attained by both cases could 
hardly be improved upon. 

Du. Willy Meyeu said he first wished to emphasize the 
wisdom of adhering to the principle of avoiding an artificial 
anus in these cases if possible. Whether this was feasible or not 
depended principally on the degree of the stricture we had to 
deal with. If we succeeded, in the course of eight or ten days, 
by means of repeated doses of castor oil, and possibly high rectal 
cncmata, in emptying the intestinal tract fully, it was of great 
advantage to these patients to avoid the formation of an artificial 
anus, which at best required three operations in the case. The 
speaker said that in his own cases operated on by this method 
during the past ten years, the results had been very satisfactory. 
He could not recall a single instance where, after a thorough 
preparation of the patient, including a restricted diet, a large 
amount of fecal matter came down to disturb the results of the 
operation. 

The speaker referred to the difficulty in some of these cases 
of removing the glands in the meso-colon, upon which the future 
fate of the patient might depend. In order to gain a good access 
to the field of operation, Dr. Meyer said that at the German Hos¬ 
pital they had adhered to the posture which was introduced there 
by Dr. F, Lange about twenty years ago, namely, the knee-chest 
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posture, with a heavy pillow under the patient’s abdomen to 
relieve the negative pressure. In this position the work was 
immensely facilitated, and it revealed a good view of the rectum 
and sigmoid. lie usually made a wide incision into the peri¬ 
toneum, and then followed by means of the double ligature the 
gut up to the meso-sigmoid, making it as movable as possible. 
He had been amazed in a number of instances to see how far- 
reaching ligation of the meso-sigmoid was possible in order to 
render the sigmoid movable and yet not get subsequent gangrene. 
He had never seen gangrene of the end of the sigmoid occur, 
except after Witzel’s operation, when the gut is pulled through a 
lateral incision. 

The speaker emphasized the importance of safely securing 
the cut ends of the gut. It was attention to this that rendered 
the operation aseptic. A method he had followed was to divide 
the muscular coat of the rectum down to the mucous membrane, 
being very careful not to open the latter, and then tic the mucous 
membrane tightly with an ordinary ligature; then dividing the 
rectum between the clamp and ligature, and leaving it to nature 
to let the ligature cut through. This process usually required 
three or four days, and by that time the danger of infection had 
passed. 

Dr. Andrew J. McCosii said the excellent results obtained 
by Dr. Peck in the two. cases shown should rather encourage 
surgeons to perform more frequently radical operations for 
cancer of the rectum. On account of the bad results that had 
been reported, fewer of these radical operations were probably 
done at the present day than were done ten years ago. In spite 
of that, quite a goodly number of cases that had remained cured 
for five years or longer could probably be placed on record by 
various members of the Society. 

Dr. McCosh said that in his own practice lie had never 
resorted to a preliminary inguinal colostomy in these cases, nor 
could lie see any necessity for or advantage in doing so. The 
results, so far as cleanliness was concerned, which followed com¬ 
plete extirpation of the rectum after the sphincter muscle had 
been entirely removed, were as a rule rather disappointing and 
disagreeable. Still, he recalled one case where that operation 
was done fifteen years ago, the entire rectum being extirpated, 
together with the sphincter muscle, and the patient seemed per- 
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fectly satisfied with the result and was able to keep himself com¬ 
paratively clean. His practice was to wash himself out in the 
morning, and there was very little leakage during the rest of the 
day. He also recalled the case of a woman upon whom he did 
the original operation about twelve years ago, and subsequently 
showed at a meeting of this Society. In that case an extensive 
excision of the rectum had been made through an abdominal 
incision, preserving the sphinctcric part of the rectum, perhaps 
an inch and a half of the mucous membrane being left. The gut 
was not pulled down hut was sutured to the edges of the abdom¬ 
inal wound, an inguinal colostomy. The patient was not satisfied 
with her colostomy wound, and as more than three years had 
elapsed since the original operation, the danger of a relapse 
being comparatively slight, a second operation was undertaken. 
The section of the gut that was attached to the inguinal opening 
was brought down and stitched to the remaining segment of the 
rectum at the anus. At the time of the operation the woman 
weighed 280 pounds; she now weighed 350 pounds and still 
remained entirely well, the result of the second operation being 
perfect. 

The speaker said that in the last three cases where he had 
excised the rectum and had also found it necessary to excise the 
sphincter, he had not brought the end of the gut down to the 
gluteal region at all, hut had fastened it in the inguinal region, 
bringing perhaps five or six inches of the gut well out through 
the abdominal incision and passed for this distance between the 
internal and external oblique muscles and fastened well outside 
of and below the anterior superior spine of the ileum. Two of 
these patients who were still under his observation were able to 
keep themselves remarkably clean by wearing a broad pad which 
effectually compressed the section of gut which lay between the 
internal and external oblique muscles. One of them, who was 
operated on three years ago, was an actress who was still on the 
stage. She washed herself out every morning with glycerine 
and water and remained dry until the next morning. There was 
practically no leakage. 

Dr. McCosh said that he could recall at least fotir cases 
where he could claim a radical cure after excision of the rectum 
for cancer. One of these was done fifteen years ago, another 
twelve, a third nine, and the last about five years ago. 
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Dr. L. W. Hotchkiss said lie had operated upon one case 
of carcinoma of the rcctiun during the summer in which a pre¬ 
liminary colostomy was done for the intestinal obstruction. 
After the obstruction was relieved, a resection of the rectum was 
done for a growth which was high up in the rectum and leaving 
several inches of gut intact above the sphincter. In this case the 
approach was made by the osteoplastic sacral flap of Rydygier. 
The peritoneal cavity was opened, the growth was freed and the 
gut was brought down and resected; but by reason of the pre¬ 
liminary colostomy the upper segment was too short to make a 
comfortable telescopic anastomosis, so an end-to-end suture was 
resorted to. In this case the posterior wall of the proximal end 
of the gut had sloughed, necessitating its subsequent removal 
and the establishment of a permanent artificial anus through the 
abdominal wall. 

As regarded the radical cure of cancer of the rectum, Dr. 
Hotchkiss said he could report one case in a man 54 years old 
who was still alive and well over five years after a resection 
of gut for the removal of a high soft rectal carcinoma. The 
removal was made through Rydygier’s perineal incision, and the 
patient had good control of the sphincter which had been preserved. 

In extensive cases of cancer of the rectum, the speaker said 
he thought there was no doubt about the propriety of doing a 
complete removal of the lower end of the gut through the com¬ 
bined abdominal and perineal operation and establishing a per¬ 
manent abdominal artificial anus above. Personally, he had ob¬ 
tained the best results in cases where the sacral operation by the 
osteoplastic method of Rydygier had been possible, although he 
was well aware that resection with preservation of the lower 
segment of the rectum with the sphincter was only allowable in 
selected cases. 

Dr. George Woolsey said that while he was formerly in 
favor of a preliminary colostomy in suitable cases, he now pre¬ 
ferred to make an opening in the inguinal region and establish 
a permanent fistula. 

Dr. Peck, in closing, said it had occurred to him that in 
cases where no preliminary colostomy was done, and where the 
mobility of the sigmoid loop was not interfered with, the latter 
apparently had some influence in keeping these patients from 
soiling themselves. 



